Crude odds ratios with accompanying 95% confidence intervals were calculated to measure the association between risk of BCC and SCC and oral steroid use (Table 2) . Stronger increases in risk of each skin cancer were found for steroid use to treat (supposedly) non-atopic conditions, compared to nonusers. Steroid use to possibly treat atopic conditions was not found to be associated with either type of cancer. These findings suggest that the effects of atopic conditions may confound the association between glucocorticoids and skin cancer risk. The analysis is limited in that the odds ratios have not been adjusted for other confounding factors, although the adjusted odds ratios in the original analysis were very similar in magnitude to the unadjusted odds ratios. Another limitation involves the fact that four cases (two BCC, two SCC) that received steroid treatment for conditions in more than one category were not identified as such in the original table, and so could not be adjusted for in this analysis. However, other analyses involving different assumptions about the possible joint conditions suggested that the findings would not be greatly influenced by this problem. Both of these issues could be addressed by the authors through reanalysis of the original study data. It would also be interesting to know whether a similar reanalysis of inhaled steroid use resulted in comparable findings. 
Vena JE, Bona JR, Byers TE, Middleton Jr E, Swanson MK, Graham S (1985) Allergy-related diseases and cancer: an inverse association. Am J Epidemiol 122(1): 66 -74 Vesterinen E, Pukkala E, Timonen T, Aromaa A (1993) Cancer incidence among 78,000 asthmatic patients. Int J Epidemiol 22 (6) We appreciate Dr Purdue's interest in our report on use of glucocorticoids and skin cancers. As suggested in his letter, we reclassified indication for steroid use into two categories: (1) atopic conditions (i.e. 'respiratory conditions and asthma' and 'allergies') and (2) non-atopic conditions (i.e. 'musculoskeletal and connective tissue disease', 'neoplasm', 'gastrointestinal disease', and 'other condition') ( Table 1 ). In the reanalysis of the data, we noted an error in Table 1 of the original report. There were only two controls that used glucocorticoids for allergies (the seven controls in the original report included users of inhaled steroids). The correct numbers appear in Table 1 below and are restricted to oral users. The odds ratios associated with oral glucocorticoid use, stratified by Dr Purdue's classification, are shown in Tables 2  and 3 . The results for 'any use' differ very slightly from the original report because we removed individuals with more than one indication or with missing data on the indication for use for this reanalysis. The data for basal cell carcinomas (BCC) provide some support for his hypothesis, that is, the association may be limited to nonatopic conditions (Table 2) . However, lack of precision in our risk estimates prevents us from drawing any firm conclusions. In our original report, the association was stronger for squamous cell carcinomas (SCC), and for this cell type, the risk associated with oral glucocorticoid use does not differ much by type of condition (Table 3) . Unfortunately, we were unable to perform the recommended analysis of inhaled steroid use since the indications for use almost exclusively fell into the atopic category (Table 4) . The potential effect of immune response and immunosuppression on the incidence of skin cancer is of considerable interest to us. We hope that further studies will address commonly used immune-modulating drugs along with atopic conditions, and that this, in turn, will shed light on this pathway to human malignancies. Letters to the Editor
